A 82 years old woman received PCI for the LMT bifurcation lesion with heavy calcification. We performed PCI with rotational atherectomy and crush stenting technique.The final angiographic result was excellent and IVUS showed excellent stent apposition.
The first procedure was performed for RCA lesion by right TRI. A 6F IL4.0 (Heartrail) guiding catheter was engaged into the RCA. After passage of a guidewire, predilation was done with a 3.0/15mm balloon. Two 3.5/22mm Resolute Integrity stents were deployed at the mid and distal RCA respectively.
The second procedure was done for LCA lesion. A 7F sheath was inserted into a femoral artery and a 7F Launcher SL4.0DH guiding catheter was engaged into the LCA. At first, predilation was performed for pLCx and pLAD. A 3.0/30mm Resolute Integrity stent was deployed at the LM to pLCx. A wire was advanced to the LAD-Dg across the stent strut using a Crusade catheter. Balloon dilation toward the pLAD was done. Then, a 7F Luncher JR4.0SH was engaged to the RCA for retrograde approach. A SION wire supported by a Corsair was advanced to the PDA and septal collateral. Fortunately, it was easily passed to the dLAD. However, a Corsair catheter could not be crossed to the LAD due to severe stenosis at the orifice of septal channel. In order to complete reverse CART method, an antegrade wire (Gaia 1st) was also advanced and balloon dilation was done. A retrograde wire (SION) could be passed to the pLAD and also to the LCA guiding catheter. Even at this setting, a retrograde Corsair could not be advanced in spite of strong support by balloon anchoring within the guiding catheter. Finally, we tried randez-vous technique at the pLAD. A Corsair catheter was advanced to the pLAD lesion antegradely and a retrograde wire (SION) was successfuly advanced into the antegrade Corsair. Then, the antegrade Corsair was passed to the CTO site according to the retrograde wire. After predilation, a 2.25/28mm Promus Element stent was implanted at the distal LAD, a 2.25/28mm Xience Prime at the mid LAD and a 3.0/ 38mm Xience Xpedition at the LM-pLAD. After final kissing balloon inflation at the LM to LAD and LCx for culottes stenting, the procedure was successfully finished. Case Summary:
We successfuly performed PCI for very elderly man with very complex triple vessel disease including distal LM lesion and mLAD CTO. The patient was 88 years old woman. She was felt sudden chest pain with circulatory shock and was admitted to our hospital. She had been in acute heart failure and her hemodynamics was very unstable. Relevant test results prior to catheterization: However her myocardial enzyme was not yet increased, ECG showed ST segment depression from V4 to V6 and UCG showed reduced cardiac function with 20% as LVEF.
Relevant catheterization findings:
Emergency coronary angiography revealed severe stenosis with heavy calcification in the distal left main coronary artery.
[Interventional Management] Procedural step: First day; Primary PCI was performed for the LMCA lesion. After predilatation with a 2.5/ 15-mm balloon catheter in the LAD and LCX, a 3.5/18-mm Nobori stent was deployed from the LMCA to the LAD at a pressure of 16 atmospheres. A subsequent coronary angiogram revealed vessel perforation in the proximal portion of the LAD. The patient's condition worsened further; therefore, pericardiocentesis and extracorporeal membrane oxygenation (ECMO) implantation were immediately performed. To attain hemostasis, a 2.8/16-mm Graftmaster PTFE-covered stent was implanted from the orifice of the LAD; however, complete hemostasis was not achieved. Therefore, we also implanted a 3.5/16-mm PTFE-covered stent crossing over the LCX. After this stent was deployed, complete hemostasis was attained with occlusion of the LCX. On the fourth day after the procedure; Second PCI for the occluded LCX was undertaken. After wiring the LAD with a Runthrough guidewire, a Crusade double-channel microcatheter was advanced into the LAD. A Confienza 8-20 guidewire was passed via the over-the-wire lumen of the microcatheter; this guidewire successfully penetrated into the LCX. The strut of the covered stent was dilated with a 2.5-mm balloon catheter, and a 2.5/8mm Nobori stent was implanted. The patient's hemodynamic condition improved immediately after the procedure. Case Summary: First day, even after intra-aortic balloon pumping, the patient's condition worsened, and primary PCI was performed for the LMCA lesion. After a 3.5/18-mm Nobori stent was deployed from the LMCA to the LAD, a subsequent coronary angiogram revealed vessel perforation in the proximal portion of the LAD. The patient's condition worsened further; therefore, pericardiocentesis and extracorporeal membrane oxygenation (ECMO) implantation were immediately performed. To attain hemostasis, I implanted a 3.5/16-mm PTFE-covered stent crossing over the LCX. After this stent was deployed, complete hemostasis was attained with occlusion of the LCX.
On the fourth day after the procedure, the ECMO was removed. However, an echocardiogram revealed severe hypokinesis of the left ventricular posterolateral wall. Therefore, PCI for the occluded LCX was undertaken. A Confienza 8-20 guidewire was passed via the over-the-wire lumen of the microcatheter; this guidewire successfully penetrated into the LCX. The strut of the covered stent was dilated with a 2.5-mm balloon catheter, and a 2.5/8mm Nobori stent was implanted. The patient's hemodynamic condition improved immediately after the procedure.
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